Is it any wonder that a professor of medicine in my country once jokingly said to me, "You are a daunting group of people. You seem to have sprung up from nowhere and, whilst the rest of us took 20 to 40 years to be recognised as a specialty, you did it in two years. You have millions of pounds donated to help you, and you have chiselled out places for yourselves in every medical school curriculum. What will you get up to next, I wonder?" Well, what we might do next is what I want to look at in this lecture. Let me pose some questions, almost heretical as some may appear.
The World of Palliative Care: One Man's View INTRODUCTION 
SPECIAL • EDITORIAL
When I joined a small group of citizens planning a hospice for my home city of Edinburgh, I little thought that 35 very fulfilling years later I should be invited to share some thoughts with you in what will be my last overseas talk. I intended them to be personal musings, but in recent months I have found that many of my thoughts are shared by colleagues working in palliative care.
That the development of palliative care has been remarkable cannot be denied. Indeed, even to look critically at it seems churlish and ungrateful. Today there are more than 8,000 palliative care services in more than 100 countries, in eight of which it is a recognised medical specialty (1) . It is taught in at least 170 medical I suggest that, exciting as has been the developschools and many more colleges of nursing. Sev-ment in 35 years, there are some things that eral universities offer palliative care as a full should concern us. Look back at those statistics degree or as a module. There are 20 academic I quoted: 8,000 services in more than 100 counchairs of palliative medicine, many in palliative tries-impressive but almost meaningless statiscare nursing, more than 10 peer-reviewed jour-tics. They fail to say anything about the 133 nals devoted to it, countless books, and the pace countries which have no palliative care services of research appears to be growing. of any kind. The fail to say what is meant by a Palliative care has gained a professional re-service-a single nurse working in village clinic spectability and authority few of us thought or a 100-bedded specialist unit in a university possible after some initial scepticism and suspi-teaching hospital, a day care facility or a comcion. The public-the consumers as they are munity service taking care to those at home. called in our modern market-driven world-They fail to say if the services are appropriate have taken it to their hearts. In the U.K. alone, for local needs, if they are accessible and affordthey donate the equivalent of CON $1 billion an-able, and how well they are staffed and nually to support local services, to say nothing of equipped. Critically, they fail to say if opioids the much larger amounts they donate to cancer areavallnble, and whether or not the palliative research and relief, and the thousands who work care service offers any education and training. as volunteers in palliative care services. In the past They fail to say whether patients are accepted few years, we have seen increasing numbers of with any pathology or only with a mali~nancy, governments embedding palliative care in their at what stages of illness they are accepted, and health care strategies, and setting up new depart-whether the service offers rehabilitation. ments to monitor and manage the provision of the Even the figure of 100 countries is not as exsubject. In at least 10 countries, parliamentarians citing as it sounds. When we look deeper, we have formed non-party political groups to keep find that they are predominantly in the affluent, themselves informed of what is happening in privileged, developed countries of the West, not the world of palliative care and how they can in the struggling developing countries with their nurture it to help their constituents.
teeming millions living in poverty.
Based on the keynote lecturedelivered to the AnnualConference of the Canadian Palliative Care Association, June 15,2003, in Quebec City, Quebec, Canada.
Palliative care is what people in the developed world can look forward to when they have had specialist care in some of the world's most famous hospitals from some of the world's most respected doctors and nurses. Whether we intended it or not, palliative care has become synonymous with the West, with its riches and resources, with its predominant religion, with its culture and morality. I shall argue that this can prove a problem.
One hundred and thirty three countries with nothing (Table 1) . Admittedly, some are small, but not China, India, and Pakistan (combined population: 2.5 billion people-more than one quarter of the world's population), with fewer than 200 palliative care services, mostly situated in cities. The 90 million living in Arab states have fewer than 10 services. In sub-Saharan Africa, there are only 56 services for 300 million people, and in Northern Africa-nothing. The 90 million in Latin America have only 87 services, more than half in Argentina. In short, nearly half the world's peoples have no access to palliative care, and their doctors no training in it. Even in Europe, where palliative care is highly developed, there are wide differences in the provision of palliative care beds per head of population, though this may reflect a deliberate decision not to focus on inpatient care (Table 2) .
Our delight at the development of palliative care in the West, therefore, needs to be tempered with the recognition that it has yet to be universally recognised and adopted as a philosophy of relevance to meet basic human needs irrespective of colour, class, culture, and religion, or the illness from which someone suffers.
I spoke of the 170 medical schools teaching palliative care, but, according to responses I have received from medical schools, that leaves at least 600 that do not teach it (and that does not include all the medical schools of China) ( Table 3) . Only a handful worldwide regard it as a core subject and even fewer examine in it. Let no one assume that those not teaching palliative care are all in the developing world. Many are in the West, where some palliative care services still offer no experience or training to doctors, nurses, and students.
We claim it is a philosophy and practice relevant for all diseases, but the U.S.A. seems to be the only country where a large proportion of the patients under palliative care have non-malignant conditions. In stark contrast are the U.K. and almost every other country, where the figure still hovers around 10% (Table 4 ). An exception, of course, is South Africa, where there are so many AIDS sufferers. Several countries, even with well-developed palliative care services, are now recognising that some groups in society do not have equitable access to palliative carethose in custody, those with learning disabilities and psychiatric disorders, and members of ethnic minorities-and are striving to correct this.
In spite of all this evidence, we still chant our mantra: "Palliative care for all." One day, per-Of 700+ medical schools in... haps, but certainly not today, either in the developed world or in the developing world.
WHY THE UNEVEN SPREAD OF PALLIATIVE CARE?
Have we failed to explain to the world and, in particular, to our medical colleagues and health care strategists/commissioners, who we are, what we do, and whom we might be able to help? Have we, inadvertently, confused people (2)? I believe we have. In Canada you have consistently used the word "palliative". Elsewhere in the world, however, many different names have been used (3, 4) : terminal care, care of the dying, end-oflife care, hospice, continuing care, palliative care, hospice palliative care, and, now that we have supportive care, it is being suggested we be a subdivision of that. Not only do we change our name, we keep changing our definition. Every new professional palliative care body or association writes a new one, each modestly different from anyone else's. To date, there are more than 50 (5) . Many times I have been asked by government officials in different countries why we need a definition (after all, few other specialties have them), why we keep changing it, whether our work keeps changing in its nature and scope as such changes would suggest, or if we are perhaps unclear about what we do. The answer is that the basics of what we do and whom we serve have not changed in 35 years. Is it any wonder people ask if we ourselves really know what we are doing? Or, dare I ask it, do we keep changing our name and definitions because there are people in palliative care who are embarrassed by such words as death and dying?
We all know that 95% or more of our patients are in the final stages of their mortal illness. Whatever terms we use, we are giving end-oflife care. So sure are we that the principles of what we do are equally applicable at any stage in a person's illness, whatever the pathology, that we are giving the impression that we ourselves want to be involved from the moment of diagnosis because we could give better care. What we should be doing is ensuring that the principles of palliative care-attention to detail, patient-centred holistic care, team caring, honesty in all our dealings, superb communications-are taught in every medical school throughout the curriculum so they are seen as integral to all care. After all, we have no monopoly on caring and concern, and many doctors and nurses are as enthusiastic as we are to give the terminally ill the best possible care.
If I was to be asked to identify one area where we have done badly or even failed, I would point to education and training. We have been so preoccupied with caring for today's patients that we have not made sufficient effort to get into medical schools and bring about curriculum change.
I am told that one reason many medical schools have few experts teaching palliative care is that we have not managed to attract sufficient academically well-qualified colleagues into our work-people eligible for senior university posts. I say that with some hesitation, conscious of the academic friends I see here who, however, have been the exception rather than the rule worldwide. We need such academics for two reasons. The first is to encourage and direct rigorous research, something desperately and urgently needed in palliative care, which is, I suspect, the least evidence-based branch of medicine and nursing-a situation that cannot be allowed to continue. Before that will happen, we might have to change our climate and our attitude to research because there is still the fear in the minds of some working in palliative care (as well as some lay supporters and trustees) that research is synonymous with experimentation, taking advantage of patients' vulnerability, invading the privacy of our patients, and destroying the dignity we claim we are striving to restore. They must be helped to see that this is not so and, without stronger evidence to explain and to support our work, we shall be seen as a "soft" specialty, not deserving of the place we crave in the medical and nursing world.
The second reason we need many more academics is that we must do more to bring credibility and authority to palliative care. What better way to do that than by teaching it in medical school and making it an examinable subject? At present, it is all too often seen as insubstantial not intellectually challenging, not sci enti fĩ enough for modem doctors, too nebulous to be important. This is particularly the case when, as we must, we speak of our patients' psychosocial and existential needs. To have academic clinicians who are as happy to teach and research such matters as they are clinical pharmacology gives a powerful message. So much for education but what of training? In some countries, such as my own, there is a rigorous training program for our future specialists in palliative medicine, but the subject is now also incorporated into training for family physicians, internists, surgeons, oncologists, and oncologic gynecologists. It seems to me undeniable that this must become the picture worldwide, unless some of us feel that we, and we alone, should be the providers of palliative care in the future. I have been surprised to meet such people! • Let those who feel we should be the sole providers of palliative care look at the statistics (Table  5 ). They show that, worldwide, there will soon be 33 million people annually needing palliative care (calculated as 60% of all those dying-a conservative estimate). If we assume that each patient has at last five close relatives, that would mean a further 150 million for us to see and help. Surely it is obvious that the future of palliative care lies in universal education in it, and its incorporation into all medical and nursing training programs. You and I cannot be "all things to all people". Nor need we be, when so many other doctors and nurses want to care better.
Still, looking at the uneven growth of palliative care in the world, two facts about its development are striking. The first is that the countries where it is best developed, and most widely taught and recognised (even financially assisted) by government are those where doctors have chosen to work full time in it or, as in eight countries, chosen it as their career specialty. Their doing so is a clear, unequivocal message to their peers that it is immensely important, intellectually challenging, and professionally fulfilling, even if not financially rewarding!
The second thing that strikes you is that, to get things started, you seem to need charismatic pioneers. The pioneers I have met have all been visionaries, fired with an almost evangelistic, missionary zeal, often with limitless energy-inspiring, even if seldom the easiest people to work with. They seem to be a prerequisite for successful development in the early years. One of the challenges we face is how to identify them in the developing world, and how to nurture them and their vision when they come to train with us.
The second generation now running our services are not missionaries but quiet, highly effective pastors. They see their role not as that of initiating or creating, but of improving and developing the systems in place, of building on the foundations already laid, and often they bring to the work better training and wider experience than some of us did. I hear those of my generation lamenting, as older people often do, that "things are not as they were", but there is a place in palliative care for missionaries and for pastors, and an urgent need for us to have as much respect and concern for colleagues as we have for our patients.
"JUST ANOTHER MEDICAL SPECIALTY"?
In asking whether palliative care is in danger of becoming "just another medical specialty", I am using a term first coined by Michael of Kearney in Dublin. My question assumes we are a specialty, implies that we are different from and even superior to others, and that we are in danger of losing whatever we mean by our uniqueness. I find I am not alone in thinking that many of us are striving to imitate other specialities, rather than establishing our own identity. Some are caught up in writing papers because their personal reputation and continuing grants depend on it. Others are using ever more invasive interventions and procedures, or carrying out more sophisticated investigations (of questionable value), driven, I suspect, by the wish to be seen to be equal/comparable to other "scientific" hospital specialties. Some are aiming for unrealistic and often unimportant targets, set for them by managers with little understanding of palliative care. Like some in other specialties, they feel their worth is measured in patient "throughput", published papers, and accumulated degrees, rather than in physician/patient relationships. I recall being dismayed and annoyed when a leading nurse in the U'K. once remarked in my presence, "Oh, for the old hospice days before palliative care was so medicalised." Today I acknowledge some truth in what she said. Yes, I believe we are in danger not only of becoming "just another specialty", but of losing some of what I regard as our uniqueness. If either happens, we shall have lost wonderful opportunities both to enrich the practice of medicine and to make our world a better place. I fear there is a danger that our students, undergraduate and post-graduate, will come to regard palliative care as little more than pain and symptom control-an exercise in clinical pharmacology. As such, it is easily taught, quickly learned, and can be packaged to fit neatly into the modest time allotted in most curricula.
Now that more and more nurses are better trained in psychosocial assessment, and in the recognition and management of spiritual needs, young doctors feel they can be excused from that too. But if this is allowed to happen, we shall be over-simplifying and minimalising palliative care. We shall be taking away from it what I can only term its "mysteryr-s-those features that, try as we may, we might never be able to explain: the patients who feel less distressed within minutes of being admitted, those who instinctively identify the person with whom they can share spiritual problems, the patients who seem to know when they will die, the patients whose personality seems to blossom as the end approaches.
THE UNIQUENESS OF PALLIATIVE CARE
I spoke of our uniqueness. What do I mean by this bold assertion?
• Unlike every other branch of medicine, we not only know our patients will die, we are prepared for it, we anticipate it, and we are not ashamed when it happens. We don't regard death as a sign of medical failure. • In a world where certainty is deemed a virtue, we live happily with uncertainty and every day say to a patient or relative, "1 don't know the reason for this or the answer to that," and do so without shame, knowing from experience that they are often more reassured by our honesty than upset by our ignorance. • In a world dominated by political, religious, and ethical fundamentalism, which knows only black and white and no shades of grey, you and I know that the world is made up of a thousand shades of grey, nothing being just black or white. That too makes us and our work unique, but it makes honing our skills difficult in our scientific professions. • In a world where the meaning and the value of truth and integrity are in grave danger of being lost, palliative care is unique in that we lay the highest store by it. We have seen, to our sorrow, the effects of dishonesty and deceit. • In a world torn apart by war and hatred, suspicion and hypocrisy, palliative care is a banner proclaiming that unconditional love and concern for those in need is more powerful than any weapon, sometimes more effective than medication. • In a world where individuals are often made to feel they are of less importance than the masses, palliative care proclaims that every individual, whatever their gender, wherever they are, whatever their bank balance, whatever their creed, colour or culture, is equally important to us and deserving of our compassionate care. • In a world where doctors increasingly claim their worth should be reflected in their income, we are unique in finding our reward in seeing each life end in dignity and peace. • In a world where people are judged by their achievements or their economic, wage-earning potential, we are unique in being able to say to each of our patients, "You are important because you are you." Palliative care could be unique for the millions in Africa who are, today, but statistics in AIDS reports; for the millions in Asia who are but famine statistics; and for the millions in Europe who will live and die as nameless refugee statistics.
Palliative care is unique. But if we fail to recognise and nurture those features I have listed, fail to inspire those who follow us with what Albert Schweitzer, the polymath missionary Nobel Laureate, referred to as "reverence for life", then we shall have failed. Strange as it may seem to our death-and-loss-denying society, there is no paradox in respecting life in the presence of death. You may recall the words of Coleridge, one of the great poets of the English language: "He who has seen death in life may yet be able to see life in death" (6) .
HOLISTIC CARE?
Some claim that palliative care is unique for another reason-because it is holistic care. Surely this is an unjustified claim. Many of our clinical colleagues can claim to be sensitive to their patients' emotional problems and the needs of family members, though possibly not to spiritual issues. If we are honest, however, we have to ask how much we really know about our patients' spiritual problems, how we can help with them, and how sensitive we are to cultural issues. To my mind, psychosocial, spiritual, and cultural issues are all so closely related as to be inseparable. Why, then, do we give different weight to them in our teaching and training? When patients tell us they are troubled by the existential questions humans must always have asked-the meaning of suffering, the problem of pain, the existence of god, the nature of god and his relationship with us mortals, evil, wickedness, forgiveness, reconciliation-palliative care workers seem to fall into three groups in the way they react.
1. They face up to them and respond, often in a confident but non-proselytising way, in terms of their own philosophy of life or belief system. 2. They shy away from them, either calling in a pastoral care worker, or admitting they have no answers or comments that might help. 3. They tell the patient that they, too, have often asked such questions (frequently without getting any answers) and, in that way, reassure the patient that it is normal to have such questions and doubts.
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• • All this reflects how little we have been taught about this, how little we know about the relationship of religious faith to spirituality, and how helpless most of us feel at these times. It also demonstrates something we have all seen: patients choose those on whom they can unburden themselves and, secondly, seldom expect the detailed comprehensive answers they want when their questions are clinical ones. When will the humanities, basic anthropology, and cultural issues be taught in every medical and nursing school? If you and I are serious about holistic care, we should be campaigning for this.
HOW SENSITIVE ARE WE TO CULTURAL ISSUES?
If we do not develop highly informed cultural sensitivity, then we run the risk not only of offending or distressing some patients, and also those we want to help in the developing world, but, as I have just said, of not giving the holistic care of which we are so proud. Klein, in a recent essay about 21st-century America, speaks of being "increasingly united by the celebration of our differences" (7) . Would that we could all say that about ourselves and our countries! I suspect we are less sensitive than we like to admit.
When I speak of cultural issues, I am speaking of much more than the dietary rules and restrictions relating to kosher and halal food, and the attitude to alcohol; much more than the rules relating to bathing and showering of a Sikh gentleman (8) , the respect to be shown to a Muslim woman, or the same-day burial necessary for some faiths. Nor am I speaking of the need to respect the prayer routine of a Muslim family or the importance of Ramadan, of different forms of greeting such as one encounters in Africa, or the all-important courtesies so characteristic of Japan. All can be learnt, but how many of us have learned them and how many of us are instructing our junior colleagues in them?
Rather am I thinking of three things: the issues of time, of autonomy, and of authority, seen in a cultural context. In the West, every aspect of our life and work is governed by time. We judge efficiency in terms of completing tasks within a predetermined time-how many patients we can see or how long an operation took. We admire those who keep to time and never keep us waiting as much as we admire those who can make quick decisions. We are grateful to patients who can give us a brief summary of their problems and not "waste our time". Much of our pharmacology relates to time.
In many of the developing countries of the world, what cannot be done today can wait for a few days, weeks, or even months. Encountering this appals those of us from the West, and our frustration soon shows. A doctor who wants an answer or a decision within minutes is seen as rude and insensitive. Our timing of medications is baffling to many. Even our trying to explain prognosis (as distinct from seriousness) is strange to many (9) . I recall, in Africa, seeking a family's permission to operate as a matter of urgency on a man with carcinoma. They thanked me, said they realised it was urgent, and would return with him in a month's time when the family and the village had had a chance to discuss it. My obvious dismay and irritation evoked not understanding but horror at my cultural insensitivity. As with so many cultural issues, coming from the West,I assumed my attitude was right and theirs wrong! I have cast doubt on two of our palliative care mantras: "palliative care for all" and "palliative care is holistic care". Now I turn to another: "palliative care is team care, an exercise in interdisciplinarity". This may be the case in the West, but it is not, and may never be, a feature of palliative care in the developing world. Not only do most developing countries have insufficient people from different disciplines and professions to constitute a team, in many societies there is no familiarity with numerous opinions being proffered to enable a consensus decision. More usually, one person is expected to make the decision which those around him/her will respect. I am told it is puzzling to many from different cultures that we invite comments and questions from patients, relatives, and fellow professionals, and then strive to satisfy everybody. They perhaps wonder if the doctor or nurse is not as confident or competent as they should be when others' views count for so much.
However, ever the heretic, I sometimes wonder if you and I confuse interdisciplinarity with team meetings. The former-pooling the experience and expertise of colleagues-is one thing. Time spent in long, frequent team meetings, where everyone wants to say something, could, I suspect, often be better spent at a bedside.
There is yet another mantra we chant: "at the heart of palliative care there is respect for truth and patient autonomy". It is the basis for our comprehensively informing our patients so they can be involved in all decision making. It is the reason we insist on disclosing information to the patient before anyone else, and to others only with the patient's consent. If we assume, as I think most of us do, that such autonomy is a universally honoured basic human right, we are mistaken. There are many cultures where a woman may not be addressed or examined, her opinion sought, or her questions answered without the consent of her husband. Breaching this custom, whatever our motive, is at best insensitive and at worst highly offensive.
Without cultural sensitivity, we can forget that, in many countries, education and sophistication can live side by side with a belief in spirits, spells, witchcraft, and magic-the supernatural. The notion that higher-education displaces superstition is unfounded. Traditional beliefs and university degrees can and do live side by side. Patients may understand that pain and suffering are caused by the cancer, as we have explained to them, but who put the spell on them to cause the cancer? I am not speaking of primitive savages. I am thinking of palliative care nurses in Africa who use a witchdoctor to put a protective spell on visiting doctors before they visit children dying of AIDS. I am thinking of a Asian physician with two Harvard doctorates who has herbs and figures scattered round his office to protect him from spirits. I am thinking of the millions of Chinese, including many specialist physicians, who try their traditional remedies before ours. Before we suggest to patients in or from developing countries that they have a single room in the palliative care unit, do we remember that in many countries a single room is Where you put patients who have the stigmata of infection, of evil, of being under a spell, or being an undesirable in society?
. . Then there is the cultural issue of rasponsibility, particularly in relation to women. In many societies, women are less respected than men, have a different status, and retain well-defined traditional roles that would seldom be acceptable in the West. No one in the West would question the responsibility carried by a nurse, nor her right to speak directly to a patient-male or female-and to give instructions about a patient's care. However, in some cultures, being expected to do so is still strange, even for palliative care nurses, and suspicion is still evidenced by relatives.
We all know that religion and culture are related, though not the same thing, but do we know as much as we might about other religions and how they regard life and death, and palliative care? Some of you will remember 20 years ago, when the U.K Chief Rabbi confirmed that palliative care was acceptable to Judaism because it respected life (10) . Some years later, Islamic leaders agreed that palliative care was acceptable for Sunnei Muslims, so long as it focused on living rather than on dying and bereavement. Do we remember that some Calvinist Presbyterians see pain at the end of life as a reflection of the pain Christ suffered at His death, and it is therefore something to be endured? Or that some Bantu Christians believe that pain at the end of life can only be eased when blood is spilled, as happened with the death of Christ?
These musings are merely to make two points. Firstly, we are right to claim that palliative care is, and must always be, holistic care, but unjustified in claiming that we always offer it or are unique because we do. Secondly, we must not rest until our training programs reflect the importance we claim we attach to spiritual and cultural issues RESPONDING TO THE DEVELOPING WORLD'S NEEDS Speaking of cultural issues brings me to me to my final point: our attitude and responsibility to our colleagues and their patients in the developing world. However, I must preface my remarks with an observation that might offend some. You and I are privileged to live and work in the West, but we must face the fact that the developing world no longer regards everything emanating from the West as unquestionably acceptable or worthwhile. Our motives, our morals, our methods no longer command blind acceptance and appreciation (if they ever did).
This fact may partly account for slow development of palliative care in some countries, through widespread misunderstanding of what we do, and through increasing misgivings about our offer to help. Recently, there have been several voices from India urging that not everything offered by the West, even palliative care, be adopted without question. I have experienced the caution evidenced by Arab friends when told about the benefits of palliative care. More recently, Chinese friends have expressed some caution and hesitation but not, I hasten to add, because they have anything against palliative care per se, but because it is so firmly founded on Western culture and morality, and is being promoted by the West. In fact, as they daily demonstrate, they eagerly embrace palliative care, but reserve the right to model it to meet their local needs and culture.
The history of the Western world is not one in which we can have unqualified pride. Countries like mine have a history of sending people to the far comers of the earth, many as missionaries or educational pioneers, but with them went slave traders, exploiters of natural resources, and confidence tricksters. The missionaries and pioneers, The challenge to us is, therefore, not to tell them what to do, but to share all we know with them and then leave them to develop it as they see fit. Before we reach out a helping hand to them, let us ask them, rather than tell them, what they need. Before we urge them to accept our teaching, let us ask what they can teach us. Before we condemn anything they do or believe, let us ask them to explain it to us so that we can move forward together. Let us stop trying to implant clones of our Western palliative care services in the developing world.
Palliative care in the West has so much to learn from the developing world-working with limited resources, mobilising the strengths of communities, capitalising on the strength of family bonds, surviving without expensive technology, and winning the hearts and minds of national and local politicians and leaders Let us look at this, the biggest challenge we face in the world of palliative care-the clamant needs of the developing world.
We face demographic challenges. In the next 25 years, the population of developing countries will rise from 4.7 billion to 6.6 billion, and by 2050 it will be 7.8 billion, whilst here, in the West, some countries will experience a negative population growth (Table 6 ).
There will be a dramatic increase in the number of elderly, with their chronic degenerative disorders, disability, dementia, and increased prevalence of malignancy-each of whom will need palliative care (Table 7 ). In less than 50 years, the percentage of those over 60 years of age will jump from 16% to 28% in the U.S., from 10% to 30% in China, and will almost double in Spain. Let us look at cancer forecasts ( Table 8) .
Because of longer life expectancy and earlier retirement in most countries, four generations will be alive at one time, only one of which may~·, be bringing in money. For the southern half of Africa, the problem will be that one or even two generations will have been wiped out by AIDS, leaving a situation reminiscent of that seen after the 1914-18 World War and its subsequent 1919 influenza pandemic. 
Populations (in billions)
like us in palliative care, were certain of the rightness of what they did, what they said, and what they urged others to accept. Like many of today's Westerners, those pioneers were characterised by self-assurance and self-importance, convinced of the worth of what they were bringing to these needy people, and what features and practices they would urge them to reject for ever-utterly insensitive to the good practices that were there before any Westerners arrived. Then, as today, Westerners saw themselves as liberators, never as exploiters or invaders, liberating people from darkness and superstition, from disease and immorality, from outdated governance and inefficient practices. Deep as their gratitude often is to our forefathers, many today have reservations, not so much about what we are offering them as about the culturally insensitive way we are setting out to help them. Better than many of us realise, they see that palliative care, as we practice it, is still predominantly a luxury product of the West, tailored to our needs, modelled by our culture. At the same time, they recognise, as well as any of us do, what basic unsophisticated palliative care can offer their peoples, but that they, and only they, must tailor it to suit their cultural needs. Where care can do. Possibly have them meet some of our health planners, and leave it to them to see what modifications would be needed for their country. Most governments are usually happy to finance and host such "cultural" visits. • Each of our services could enter into a twinning arrangement with an overseas service of equivalent size, sending each other news, photographs, teaching material, details of research, and 50 forth-essentially, a mutual befriending exercise. Our local service would send them books, unwanted journals, CD-roms, teaching material, and would set up a fund to bring an experienced member of their staff to spend a month or so in the host unit every few years.
A note of caution here. What has seldom proved as helpful as expected is to have doctors and nurses from the less privileged world spend short spells in our units. Experience shows they can be overwhelmed by all the sophistication and affluence, often returning home feeling it would be nearly impossible to establish palliative care in their country. This has happened many times when people have visited our socalled centres of excellence.
However, what does work is for people in the developing country to identify a future palliative care leader-the charismatic person I spoke of earlier, someone well established in his medical specialty-and to enable her/him to work in the West for two or three months, gaining'expe- Last year there were 10.6 million new cases of HIV/ AIDS in the world, five million of which were in developing countries. In one year, a further five million were diagnosed. That amounts to 42 million people with AIDS/HIV worldwide (Table 9 ).
If anything, the cancer forecast is even more daunting-a 300% increase in cancer patients in the developing world by the year 2050 and all needing palliative care (Table 10) .
To those statistics must be added the economic picture of the developing world, with more than 1.3 billion people with incomes of less than CDN$1.50 per day (in most developing countries, the salary of a palliative care doctor is less than CDN$2 per day), its poverty, appalling housing, famines, lack of adequate health care resources, ineffective and sometimes corrupt government, and the financial and economic burden placed on them by the West. What can we do to help? Some would argue that we have such problems of our own, even in palliative care, that we cannot, need not, do any more for the developing world. I believe that position is morally indefensible.
The question is, "How can we best help without being either patronising or paternalistic?" Let us look at less obvious ways of helping:
• Politicians the world over are spurred into action when they learn that other countries or communities are doing things better than they are. We can therefore collect the type of operational data that will convince them of the need for universal access to and benefits from palliative care-the spectrum of suffering, how that suffering can be eased, what such care costs, the use and safety of opioids... the list is endless. We can make available that compelling information (so easily collected by our national palliative care organisations, particularly if all services in a country use the same minimum data set).
There is good evidence that producing such evidence influences health care planners. • We can try to bring professional, political, ethical, and economic pressure to bear on some of the supranational pharmaceutical companies operating in developing countries to make available the cheaper but equally effective formulations of palliative care drugs, instead of promoting the expensive sustained-release, transdermal, transmucosal, and intrathecal formulations so favoured and so profitable in the West. • We could host visits of overseas politicians and health planners to our palliative care services to learn, at first hand, what palliative rience in a range of services illustrating the many ways palliative care can be delivered. It requires remarkably little money to bring such a person to our countries. What about our sending experts to the developing country when they invite us to do so? This has proved helpful, as the International Association for Hospice and Palliative Care (IAHPC) has demonstrated, but three conditions must be met (11):
• the expert must be super-sensitive to cultural issues, and be genuinely as eager to learn as to teach; • the expert should, ideally, have had experience in the country to which he/she goes (and, of course, knowledge of the language is a huge benefit and much appreciated); • the expert should go as a resource-someone
to demonstrate and answer questions-rather than as a lecturer or speaker. Best of all is when she/he gives no formal lectures, but demonstrates by the bedside and in the clinics, day in and day out.
How little it is to ask of each major palliative care service in the West to release one of its staff for three or four weeks each year to work abroad or to host the visit of a future leader. Within 10 years, we could have palliative care in every country of the world, and in every medical and nursing school.
We seem to have corne full circle in our thoughts. At last we are looking at the essentials, rather than the luxuries of palliative care. Here we are in an Indian village or an African kraal, working alongside a colleague without any team, without epidurals, without octreotide, with no expensive opioid formulations, and no family doctor service. We find ourselves rediscovering what palliative care is really all about, what features we have introduced that are not essential, and which mantras are worth chanting.
I fear I may have given the impression-a false one-that I am disappointed and disillusioned with palliative care and its progress. Far, far from it. It has been the greatest thrill and honour of my life to be involved in it and to contribute in some small way. I do believe, however, that we must not allow it to develop further without looking at our educational, research, and political impact, our cultural sensitivity, our attitude to developing countries, and those bold claims we keep making.
Its principles must become the norm in all clinical care. Our insights must be made public and translated into everyday life. We must not rest until every man and woman in the world who needs it can access it. We must see and promote palliative care as more than a medical philosophy-as proof that tolerance, understanding, mutual respect, and compassion have an undeniable place in our dysfunctional world.
Palliative care is so much more than care of the dying. It is tangible proof that selfless caring changes lives and changes the world. It is a reminder, if we need one, that there is more to life than flesh and blood, tears and laugher. You and I all hope that, in years to corne, we shall be judged on how well we have cared for today's patients with their myriad needs. I believe we should be as eager to be judged on how honest we are about what we do, about how well we have taught our students and shared our skills and our insights with colleagues, about how well we have cared for the spiritual as well as the physical, and how well we have lived up to the principles we so confidently proclaim.
